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This was an ESRD federal complaint
investigation survey.

Complaint #: INO0127254 - Unsubstantiated:
Lack of sufficient evidence.

Facility #: 004839

Survey Dates: 05/08/13

Medicaid Vender #: N/A

Surveyor: Marty Coons, RN, PHNS

Fresenius Medical Care Terre Haute South is in
complience with the Conditions for Coverage at
42 CFR 494.30 Infection Control, 494.60 Physical
Environment, and 494.70 Patient Rights as

related to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN
May 17, 2013
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